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Surveyor: 33212
Facility Number: 005087
Type of Survey: State Licensure Off Site JCAHO
Accreditation Survey
Date of JCAHO On Site Survey - Hospital full
survey 01/5-6/2016
Date of ISDH off site review - 4/14/2016
Based on review of the 01/6/2016 JCAHO
Accreditation Survey Report, it has been
determined that St. Vincent Salem Hospital meets
the requirements for Hospital Licensure in Indiana
for 2016.
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